Introduction: Posttraumatic Stress Disorder (PTSD) is a psychiatric syndrome known since 1980 with multiple names in the military field. Its etiology is multicausal, whose predominant factor is the lack of adaptation and managing with events considered traumatic. Objective: To describe the clinical characteristics such as the type of psychological and pharmacological treatment received by the naval military with diagnosis of Posttraumatic Stress Disorder at the Psychiatric Unit of Cartagena's Naval Hospital.
multifactorial disease (Friedman et al., 1994; Castaño & Rosado, 2015; Corzo & Bohórquez, 2009; Stein, Jang, Taylor, Vernon, & Livesley, 2002) . In 1987, the prevalence of post-traumatic stress disorder was between 0.5% and 10.8% for men and between 1.3% and 18.3% for women with a global prevalence of 16.66%, lower than the values reported in Vietnam veterans who was between 20% and 33% (Corzo & Bohórquez, 2009, p. 15) . Some studies associate PTSD with other types of disorders such as food disorder, especially in veterans (Mitchell, Porter, Boyko, & Field, 2016) , No previous and updated studies about PTSD incidence or prevalence were found, nor studies that show the onset and duration of the disease, however, it is believed that the combination of depression prevalence with PTSD is around 20% among active military personnel, and 30% among veterans (Fink et al., 2016) .
The studies carried out in Colombia concerning PTSD in military personnel and public forces subjects, describe that according to the type of trauma psychological and psychopharmacological intervention also varies, where trauma can be classified according to the type of military exercise as its sequelae at short, medium and long term, because the managing strategies by the military subject are different according to the training received (Corzo & Bohórquez, 2009; Friedman et al., 1994; Loaiza & Posada, 2016; Suárez & Peralta, 2016; Vallejo Samudio & Terranova Zapata, 2009 ).
The objective is to describe the clinical characteristics associated with the type of treatment received by the navy subjects with diagnosis of Posttraumatic Stress Disorder treated at the Navy Hospital Psychiatry Unit.
Methodology
Type of study, descriptive, retrospective cross-sectional with an associative approach (Crosstabulation). The population was constituted by 650 military personnel diagnosed with PTSD treated at the Navy Hospital Psychiatric Unit from Cartagena de Indias city during the years 2012 to 2014. The sample of 242 military personnel, calculated with a confidence level of 95% and 0.05% error.
Data were taken from clinical profiles that included both socio-demographic variables such as: age, marital status, level of education, risk behaviors, as well as variables that identify patient's clinical comorbidity: traumas during childhood, clinical and psychological behaviors, among others. Data analysis was done with the program SPSS ® 21.0. The associative approach (Crosstabulation) applying the Chi 2 with a value of p≤0.05.
Results
It is observed that 75% of naval personnel were between the ages of 18 and 29, with the majority of the population at the age of 20 at the moment of being diagnosed with Posttraumatic Stress Disorder PTSD. (Graph 1) Graph 1. Statistical data of age at diagnosis moment Graph 2 -(2a). When correlating the age at the time of the diagnosis of the disorder with the number of combats and the number of hospitalizations, it was found that it is not necessary to have a great number of combats, even the PTSD was presented in navy subjects that had never been exposed to battles, which it could mean that the disorder is due to other types of events such as mistreatment or aggression (See Table 3 ). It is observed that when the subject had participated in a greater the number of combat decreases the possibility of early diagnosis of the disorder.
Graph 2 -(2b), describes average number of hospitalizations that navy subject can have even before being diagnosed, which is in an average 1 to 3 hospitalizations and that the most susceptible ones are naval personnel under 29 years.
Graph 2. Correlation between age at the time of diagnosis (PTSD) with the number of combats and hospitalizations and the time elapsed between the traumatic event and the disorder
The navy personnel diagnosed with PTSD, 64.5% come from of urban areas, 79.3% from catholic families and 41.7% were single at the moment of disorder diagnosis. 56.2% of the patients report childhood traumas because child abuse. (Table 1) There was no association between schooling level with military rank of navy personnel diagnosed with PTSD with a p value of ≥0.05. However, in 62.4% of cases patients have a high school academic level with the rank of marine, followed by 10.3% having the same rank that the previous group but with at a technician or technologist degree (Table 2) .
Concerning the type of patient, hospitalized or outpatient, no statistical association was found with the type of psychoactive substance consumed by patients diagnosed with PTSD with a p value of ≥0.05. As for the most consumed substances, it was found that alcohol was the most consumed, 14% in outpatients and 23.1% in hospitalized patients. (See Table 2 ) It was found that a group of patients consume marijuana in isolation, 7.4% in the outpatients, and 4.5% in the hospitalized, as well a tendency to use other types of substances such as alcohol, cocaine, cigarette, among others. (See Table 2 ). An associative approach was found between the type of event that possibly triggered PTSD with psychological disorders with a value of p≥0.05. It was found the presence of depressive and/or Anxiety Disorder (ADD) with exposure to combat in 3.6%, with the dismemberment of a partner or himself at 4.5%, with the fact of having been exposed to physical or psychological mistreatment by a superior in 12.4%, and torture and abduction in 2.9% related to adaptive disorder and / or anxiety. (See Table 3 ) An association was found between the psychological disorders, with the type of implemented psychotherapy, with a p value of ≤0.05. The depressive and/or anxiety disorder was the prevailing among the patients and the psychotherapeutic techniques that were used in greater frequency were desensitization plus cognitive behavioral interventions in 49.6%, followed by ocular movements reprocessing techniques in 3.3%. For psychotic disorders, the desensitization technique was used in 2.5%. Likewise, cognitive behavioral interventions, as well as desensitization techniques, were accompanied by medications such as antidepressants, among other mood and behavior modulators with a value of p≤0.05. (See Table 4 ). An associative approach was found with a p value of ≤0.05 between the type of implemented psychotherapy and the received psychopharmacological treatment with the mixture of some type of drug. The desensitization technique with 16.5% associated with the use of antidepressants, followed by the use of antidepressants with cognitive behavioral intervention in 12.4%. (Table 5 ). 
Discussion
In our study it was evidenced that the subject can be the victim of a traumatic event or to find out through a third party (Trickey et al., 2012; Van der Kolk, 2000) .
Patients with PTSD, consult the doctor for difficulty sleeping, lack of concentration, feeling overly alert or easily frightened, fits of anger, etc. ( Van der Kolk, 2000) .
Psychoactive substances consumption may be due to the traumatic event causing a demand to the organism (Trickey et al., 2012) , which means, the abuse consumption of psychoactive substance, is a self-therapy for PTSD symptomatology (Carvajal, 2002) .
Marines with PTSD who are married tend to have violent homes, situation that is often hidden (Medina-Mora et al., 2005) .
Our findings showed that 47.9% of the military subjects were diagnosed with some kind of trauma during childhood due to physical and psychological abuse. Brewin, compared a group of civilian population with war veterans, finding risk factors classified into three categories: the first group is sex, age of trauma, and race. The second group consists of educational level, previous trauma and adverse biography in childhood, where the sum of these factors predicts PTSD more consistently, but may vary according to the studied population and the methods used for diagnosis. A third group of predictive effects, such as: personal psychiatric history, history of childhood abuse and family history of mental disorders (Trickey et al., 2012) .
PTSD treatment now involves a multidimensional variety of modalities where pharmacological, psychosocial resources are applied (Odriozola & de Corral Gargallo, 1997) . Cognitive-behavioral techniques are the most used, especially in more advanced stages of the disorder, the most traditional is the systematic desensitization to implosive techniques using procedures such as "stress inoculation" and exposure (thoughts, imagery, photographs and films) (13, 19), or even the technique of desensitization by means of eye movements (Shapiro, 1989) , the reported levels of success in the short and medium term are in some cases comparable and even better than those of pharmacotherapy (Carvajal, 2002) , These data are congruent with the techniques used by health personnel, where the most used psychotherapy was cognitive-behavioral treatment, followed by desensitization.
Conclusion
The study provides elements of assessment for early identification of posttraumatic stress disorder in military personnel exposed to traumatic actions.
We consider that there is no specific number of combats to present the PTSD, since it depends more on the maturity of the people, type of military training received and whether or not there are previous traumas, even existence of genetic susceptibility.
The treatment received is adjusted with the psychiatric protocols according to the type of psychological disorder.
